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Chapter 5
Integrating Traditional and Modern 
Medical Practices: Perspectives 
from the History of Science and Medicine

James J. Bono

 Introduction

Seventeenth-century [European medical] travelers to China marveled at the astonishing 
prowess of local healers, and especially at their exquisite feel for the pulse. The uncanny 
accuracy of their diagnoses bordered on the incredible [1].

As historian of medicine Shigehisa Kuriyama tellingly reminds us, we have always 
lived in a world replete with multiple, independent, and yet effective, medical sys-
tems. Not surprisingly, then, there remains even today much to be learned of value 
to practitioners and their patients from efforts to integrate traditional and modern 
medical practices and health perspectives. Over the course of centuries, distinct 
medical systems have come into contact with one another to varying degrees and 
with different results. The movement of peoples over time and space—through, for 
example, trade routes, warfare, the spread of the world’s major religions, or the 
exigencies of sociopolitical, economic, or environmental change leading to forced 
or voluntary migrations—has continually shaped and reshaped practices, beliefs, 
goals, expectations, institutions, and the very roles signified by categories such as 
“patients” and “practitioners” that we associate with the presence and operation of 
established medical traditions. Few medical systems are “islands” unto themselves; 
interaction, change, appropriation, and a host of (positive, negative, or neutral) 
“symbiotic” relations mark historic and emergent exchanges among the world’s 
multiple medical systems and traditions.

Whether working globally or locally, health professionals are continually faced 
with increasingly complex and variable sets of beliefs, practices, and frameworks 
among patients they encounter in their own and in different communities and coun-
tries. For modern allopathic health and medical practitioners, it is fundamentally 
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important to recognize this fact, and to resist uncomprehending and dismissive 
 attitudes with respect to the beliefs, practices, and medical systems of “others.” The 
challenge of recognizing and responding appropriately to differences and different 
medical systems is not new: most importantly, those who persist may reap the 
reward of an expanded repertoire of techniques and modes of understanding vital to 
addressing the needs of all patients.

Whether or not we recognize it, the fact is that patients bring to their interactions 
with modern medicine a variety of beliefs, practices, and frameworks regarding 
bodies, health, illness, and healing. Depending upon the histories and circumstances 
of specific individuals from diverse communities, “traditional” medical systems and 
practices may play a significant role in shaping individual or collective beliefs, prac-
tices, and frameworks. Typically, allopathic professionals know little about tradi-
tional medical systems: about how those systems might affect patients with whom 
they interact professionally, and what to do should they become aware of individual 
patients’ adherence to such systems. While it is neither practical nor necessary for 
such professionals to become experts in a range of traditional medical systems, 
nonetheless, misalignments between patient and practitioner beliefs, practices, and 
systems typically result in one or more problems: miscommunication and misunder-
standing; recommendations that are at odds with patient understandings, beliefs, 
and/or values; mistrust leading possibly to anger and rejection of modern medicine; 
patient “non-compliance” coupled with deteriorating medical conditions and/or 
physician frustration, to cite some prominent consequences.

As an issue confronting global health care and equity, the effects of multiple, co- 
existing medical systems are complex and variable. In high-income, industrialized 
countries, indigenous systems of traditional medicine still exist. In addition, pat-
terns of immigration—including the resettlement of refugees from across the 
globe—have led to multiple, pluralized medical cultures co-existing, often silently, 
barely noticed by modern medical practitioners. Thus, two differential sets of chal-
lenges must be addressed: First, in countries with relatively robust “traditional” 
medical systems including large numbers of adherents among practitioners and 
patients. Second, in countries like the USA, where a great variety of indigenous and 
transplanted traditional medical systems exist—often unrecognized—as part of the 
cultural inheritance of multiple and diverse patient populations. Complicating this 
picture is the fact that, with different patient populations, knowledge of such sys-
tems and adherence to their practices, beliefs, and values vary tremendously from 
community to community, from family to family, from one generation to the next, 
and, of course, from one individual to another (Fig. 5.1).

Global Health and Modern Medicine: One Among Many

While a widespread presence, in many areas of the world modern allopathic medi-
cine remains a far from dominant actor, especially among non-elites and extra- urban 
populations. Where advocates of modern medicine and global health equity seek to 
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improve health outcomes in such settings, the challenges are often daunting. Take, 
for example, women’s and neonatal health. As one study soberly notes, “Maternal 
and neonatal health has received increasing attention as mortality rates refuse to fall 
in the poorest populations. More than two-thirds of all newborn deaths occur in just 
10 countries, the same countries in which more than 60% of maternal deaths occur.” 
[2] While overall such statistics have improved in recent years,  nonetheless, it 
remains advisable that in addressing and ameliorating such stark conditions, as this 
same study asserts, we “develop interventions that meet the health needs of disad-
vantaged women and newborn infants,” which, in turn, “requires knowledge of the 
context in which poorest families make decisions on their health.” [2] More explic-
itly still, a key obstacle to understanding such decision-making contexts and formu-
lating “appropriate interventions” is precisely the “lack of understanding of local 
beliefs and practices (and the reasons for them).” [2]

Tackling such problems and developing effective strategies and interventions, 
then, must begin with understanding contexts, practices, and meanings of health and 
health-related care among specific local populations in question. An important tool 
for achieving such goals is undertaking a “qualitative study of care practices and 
beliefs during pregnancy, birth, and postpartum.” [2] Importantly, the goal of such 
studies represents something far more robust than simply developing a general “cul-
tural competence” among advocates and providers of modern Western medicine. 
Rather than focusing upon some generalized and abstract notion of “culture,” such 

Fig. 5.1 Traditional Chinese Medicine being sold at market. (Source: Xi’an, China—Traditional 
Medicine Market, Joel, 2007, unmodified, CC BY-ND 2.0. Image: www.flickr.com/photos/jminn-
ick/522693227. License: https://creativecommons.org/licenses/by-nd/2.0/)
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studies aim instead to sort-out and understand the local contexts, practices, and 
beliefs among individuals and families. That is to say, rather than acting on pre-
formed assumptions based upon stereotypes of cultural beliefs and social norms, the 
key to such qualitative studies is to unearth how specific individuals and communi-
ties translate generalized beliefs and norms into localized beliefs, practices, and 
actions. Acquiring such knowledge and understanding always entails listening, 
observing, and nuanced interrogation. Rather than racing toward conclusions based 
upon partial (and presumptive) cultural understanding, the appropriate stance should 
be one of “hesitation”—of slowing-down in order to understand and before acting 
[3–5]. We shall return to this issue later in this chapter.

To achieve such goals in a nuanced and rigorous manner, the article cited pro-
vides a sample of some exemplary approaches. For one, beyond the views and prac-
tices embraced by centralized, and typically modernized, government health care 
systems, the authors describe and advocate the work of numerous researchers in 
multiple countries with at-risk populations in establishing “community level” part-
nerships with village representatives, “local women’s groups,” and such key actors 
as “female community health volunteers” and local practitioners, including those 
considered to be a “traditional healer.” [2] As the authors rightfully suggest, such a 
“participatory approach was also attractive because of its tolerance of diversity. 
Contextual differences within the study area might affect how an intervention is 
received. Participatory development practitioners believe that to transform society, 
local stakeholders should be active participants in problem identification, planning, 
implementation and evaluation.” [2]

In practice, this meant attending carefully to the roles played by a variety of 
actors—including those noted above—in seeking care for pregnant women and neo-
nates. Traditional healers, of course, bring to those seeking care selective aspects of 
indigenous medical systems: selective because in each instance the knowledge and 
practices brought to bear in a given case varies with the level of sophistication 
achieved by the practitioner in question. In rural Nepal, the study not surprisingly 
reports that in many cases a “healer who was a friend or relative was called first.” In 
cases where “the condition worsened,” those responsible for making decisions 
would then turn to a person with a reputation as a more sophisticated and knowl-
edgeable healer, who might well hail from a more distant village [2]. Even prior to 
seeking such professional advice, pregnant women and mothers of newborns would 
typically depend upon a hierarchy of decision-makers within their family: espe-
cially elders (e.g., mothers and mothers-in-law) whose views were informed by 
experience, by expertise in family remedies, and by their own localized variant of 
shared traditional knowledge of pregnancy, childbirth and neonatal health, and 
beliefs, concepts of health, illness, and the body and its vulnerabilities. As the 
authors note, the existence of multiple actors, of a hierarchy of decision-makers, 
and the circulation of beliefs and practices—in part traditional and shared; in part 
localized and variable—point to the “social nature of decision making during ill-
ness” in rural Nepal [2].

Of course, at any given moment and in any specific case, any number of cultural 
beliefs and practices may also come into play, all susceptible to individual and 
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localized variations: concerns over “pollution” or “uncleanliness”; “embarrassment 
or shame”; the perceived need to protect vulnerable individuals against others 
(strangers; “evil spirits”) [2]. All of these factors form the background to, and pre-
cede chronologically, any attempt to introduce modern allopathic medical interven-
tions. Indeed, the authors argue convincingly that any attempt to suggest the 
introduction of such interventions must take into consideration such backgrounds. 
Moreover, the implication of their study is that such a methodology can and should 
apply to other different, but analogous settings in a variety of countries and conti-
nents where local customs, beliefs, decision-making hierarchies, and traditional 
medical systems form the setting within which other actors seek to introduce 
modern medical interventions.

Key to the results of their study and attendant recommendations is operational-
izing the “participatory approach” that they deem vital to successful integration of 
traditional and modern medical approaches. Such operationalizing begins with 
seeking appropriate, context-dependent, “answers to four questions: (1) Who should 
implement the intervention? (2) What should the intervention address? (3) Who 
should be the major stakeholders in the intervention? and (4) what should the inter-
vention be?” [2]. In discussing these questions in the context of women’s and neo-
natal health in rural Nepal, let us cite a few major points raised by the authors: 
points that can, and we believe should, be generalized to many other analogous situ-
ations faced by global health advocates across the world. First, the authors note the 
important point that “an intervention should tackle delays in care seeking by 
addressing the familial context.” This seemingly unremarkable suggestion is easily 
ignored or forgotten in practice, with consequences that can be disastrous. Any 
number of cultural beliefs and attitudes—not just traditional medical beliefs—can 
prove to be barriers in seeking interventions beyond those provided by traditional 
medical practices. Of course, one structural component in care-seeking behavior, 
and therefore in seeking access to modern allopathic medicine, in many societies 
across the globe (including urban and industrialized settings) can be the status of 
women within families and within societies. With respect to their rural Nepalese 
families, the authors suggest that “Women’s low status in the home may affect their 
ability to act on existing or learned knowledge: it would take great courage and 
personal strength for her to challenge tradition.” The authors’ own intervention, 
then, recognizes and responds to such constraints by attempting to address “wom-
en’s empowerment” in culturally and socially nuanced ways. More specifically, they 
observe that “An intervention that directly challenges tradition … might be inap-
propriate.” This is precisely where “understanding of local contexts” as noted above 
must be combined with “good facilitation skills”—with careful, culturally and 
structurally competent, forms of communication and intervention strategies [2]. The 
formation of “groups of women” who collectively identified and discussed prob-
lems facing pregnant women and neonates and decided how to respond to possible 
new interventions from outside traditional beliefs and practices proved decisive and 
effective in enabling “a community-based, community-responsive intervention to 
be initiated” [2]. What results ensued? “In intervention areas,” the authors in con-
clusion report, “large reductions in neonatal mortality and maternal mortality were 
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observed, and there was increased care seeking for health problems. Care behaviors 
… also improved, and groups continued to meet regularly.” The key seems to be 
“building an intervention that is acceptable” [2].

Other studies echo and support many of the approaches and conclusions dis-
cussed above. Understanding the contexts of care—the hierarchy of care-givers, 
including traditional healers—and the dynamics of decision-making within families 
and localized communities; attention to obstacles affecting care-seeking behaviors 
and receptivity to modern allopathic medical systems, especially those rooted in 
cultural and religious beliefs and practices; developing models based on listening, 
on learning how to communicate effectively with diverse individuals and groups 
espousing a variety of traditional beliefs and practices; empowering individuals—
especially women and new or prospective mothers—by fostering participatory 
approaches to understand and change complex health-related behaviors through the 
organization of community-based discussion, support, and planning groups: some 
combination of these approaches seem to represent a growing wave of new and 
effective intervention strategies among recent field-based researchers. Indeed, such 
approaches offer the promise of significant, positive results not only in the case of 
Nepal highlighted earlier, but more broadly in India, Pakistan, South Asia, Africa, 
and Central America [6–13] (Fig. 5.2).

 Strangers in Strange New Lands? The Ubiquity of Modern 
Medicine within Pluralistic Urban-Industrial Landscapes

With declining child mortality and rising life expectancy, modern medicine has 
achieved global recognition in most highly industrialized and urban settings, sig-
naled not least by the sheer presence of massive medical research and clinical 

Fig. 5.2 Acupuncture at Taeyoungdang Oriental Medicine, a component of traditional Chinese 
medicine. (Source: Dongdaemun-gu, 2010; CC BY 2.0, SellyourSeoul. Image: www.flickr.com/
photos/sellyourseoul/4273475678. License: https://creativecommons.org/licenses/by/2.0/)
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complexes; extensive institutional, governmental, and governance structures; and, 
as a consequence, vast economic resources coupled with privileged social and cul-
tural authority. Taken together such highly visible complexes (hospitals, public and 
private research complexes) and behind the scenes institutions not readily visible to 
most ordinary citizens (e.g., government agencies, professional biomedical organi-
zations) testify to the power, prestige, and centrality of modern medicine. Yet, in the 
very shadows of such complexes and institutions, modern urban-industrial societies 
harbor diverse, plural populations embracing congeries of distinctive beliefs, prac-
tices, values, and stories regarding the body, health, illness, and well-being. Highly 
technologized practitioners of modern medicine must, again, continually acknowl-
edge and take account of the presence of patients with divergent views and compet-
ing systems of care if they are to achieve the goal of global health equity at home as 
well as within distant lands.

In some urban-industrialized settings, the presence of competing systems is a 
palpably visible and historically acknowledged fact. Within such settings (for exam-
ple, in Korea and Taiwan), institutions, health-care practitioners, and patients fre-
quently encounter differences and conflicts requiring negotiation, which may or 
may not result in accommodation [14–17]. Less visible and often ignored are the 
continued presence of pluralized, “traditional” beliefs—alternative views of the 
body, health, and disease; and health-care practices—in urban-industrialized set-
tings where the dominance of modern Western medicine appears virtually hege-
monic, most notably in the USA. While both sorts of settings present their own 
challenges, the second in particular proves especially difficult due to the relative 
invisibility of alternatives to mainstream modern medicalized understandings of 
health and illness. In what follows, we shall focus attention on the latter.

Nonetheless, it is worth noting that both kinds of settings offer the prospect of 
addressing the encounter between “modern” and “traditional” medical systems in 
two separate, though not mutually exclusive, ways: (1) a chiefly medical response 
that seeks first and foremost to assess the strengths and weaknesses of mainstream 
and alternative medical systems, either in a spirit of contestation, or one of emergent 
cooperation embracing an ideal of “integrative medicine” and (2) a patient-centered 
approach whose goal is to facilitate the best possible outcomes as mutually and 
cooperatively defined through careful listening, questioning, and narrative construc-
tion of the history and meaning of illness in ways that are capable of describing 
culturally responsive, and personally resonant (yet possible and pragmatic) trajecto-
ries for this individual patient and this specific illness.

While in some circles there is widespread interest in possibilities for integrating 
modern and traditional medical systems, such possibilities remain controversial, if 
not contentious, for much of mainstream Western academic medicine and its many 
practitioners. Comparative assessment of alternative medicine itself can be contro-
versial; certainly, no consensus has yet emerged, nor have we yet witnessed robust 
and ubiquitous commitments to such assessments. That said, the fact that the very 
term, “Integrative Medicine” (referring to actively pursuing pragmatic models for 
combining Western allopathic with “traditional” medical practices and therapies) is 
now well established—that there are centers or units designated for the study of 
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integrative medicine or medical therapies at such medical schools as the University 
of Arizona and Harvard University—points to a growing insistence that plural med-
ical approaches to health, illness, diagnosis, and therapy are desirable, of value to 
patients, and, indeed, necessary to promote health and well-being. On the one hand, 
as Dr. Andrew Weil notes, while openness to such efforts in the USA and China may 
be on the upswing, strong resistance remains, with the very notion of what counts as 
evidence clearly itself a matter of dispute [18]. Indeed, methodologies (such as 
Koch’s postulates from the late nineteenth century) for establishing causative agents 
in disease, or contemporary insistence on the need for evidence-based medicine, 
play precisely into a logic in which only those phenomena—and therapeutic 
results—for which we have established tools and technologies capable of uncover-
ing underlying “mechanisms” or revealing statistically persuasive relationships can 
be considered real. What such tried and tested approaches to knowledge-production 
rule out-of-bounds are exactly alternative forms of knowledge and “expertise” that 
champion the utility of phenomena, practices, and therapies that are not, or cannot 
be, studied in such ways.

In addition, Weil cites the case of “Latin America,” where “traditional herbal 
medicine and other forms of folk medicine are widely used.” Yet, he notes that, 
“these are completely separated from conventional medicine. There is no communi-
cation, no integration … in these Latin American countries, academic medicine and 
conventional medicine are very rigid, very closed to any other ways of thinking” 
[18]. On the other hand, in much of Europe and Australia efforts are under way to 
document, describe, criticize, and refine models for integrating traditional and mod-
ern medicine, especially in primary care settings—to understand and redefine their 
relationship as symbiotic [19].

While integrative medicine remains open to multiple systems of traditional med-
icine, for Weil and many others, attention not surprisingly focuses largely upon 
traditional Chinese medicine [20, 21]. As a robust system with a long and docu-
mented history, Chinese medicine presents modern Western medicine with the tes-
timony of longstanding practices providing experiential evidence of diagnostic and 
therapeutic successes. Those open to integrative approaches oftentimes see such 
practices and successes as complementary to modern Western medicine with the 
weaknesses of one system (e.g., pain management) complemented by the strengths 
of the other. Such complementarity should not be surprising and seems well worth 
serious attention by researchers and clinicians. As historian of medicine Shigehisa 
Kuriyama (cited earlier) has effectively argued, Chinese and Western medicine, 
respectively, employ differential techniques of seeing, feeling, observing, and 
describing the body in health and in illness that serve to capture diverse if not diver-
gent aspects—different empirical regularities, irregularities, and interrelation-
ships—of organs and bodies than the other system (Fig. 5.3).

While efforts to assess medically the encounter between traditional and modern 
medical systems and consequently arrive at consensus regarding their possible inte-
gration in theory and in practice remain ongoing and unresolved, if unquestionably 
important, there should be no question at all that modern Western medical practice 
must attend to the system of beliefs, conceptions of the body, health, and illness, and 
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the health-care practices associated with traditional medicine. For such beliefs, con-
cepts, and practices continue to circulate among diverse groups within the USA and 
elsewhere [22]. Despite various degrees of assimilation, we remain a heterogeneous 
nation comprised of the descendants of indigenous peoples, historic-era settlers, and 
waves of subsequent immigrants and refugees some more and some less removed 
from folk and traditional modalities of health beliefs, values, and practices. Whether 
deeply ingrained within patterns of traditional medical behaviors and beliefs rooted 
in a shared experience of a still cohesive community, or unselfconsciously and 
selectively adopting and adapting distantly remembered patterns inherited from 
one’s forebears, each one of us as individuals and patients brings our own distinc-
tive, if unarticulated, understandings of health, illness, and what constitutes appro-
priate care to our encounters with physicians and health-care providers. Such 
individualized views and practices shape our decisions and subsequent behaviors. 
Let us, then, conclude with discussion of how a patient-centered practice of modern 
medicine ought to respond to such challenges.

Fig. 5.3 Cupping with bamboo, a component of traditional Chinese medicine. (Source: Randy 
Adams, 2012, CC BY-ND 2.0. Image: www.flickr.com/photos/7830239@N06/2445098397. 
License: https://creativecommons.org/licenses/by-nd/2.0/)
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 Perspectives from the Health and Medical Humanities

Increasingly, the practice of medicine has come to be informed by perspectives 
championed by the health and medical humanities, with the latter’s emphasis 
upon eliciting the experience and meaning of illness serving as the basis for the 
mutual negotiation of care between patients and physicians especially in cases of 
chronic and serious illness [23–25]. Negotiating care builds on the capacity to 
listen and communicate effectively with patients in order to explore and appreci-
ate the goals of individual patients, the contexts shaping those goals, and the 
nature and sources of any barriers that stand in the way of effective communica-
tion and negotiation of care. Not surprisingly, the meaning and experience of ill-
ness vary from patient to patient, affected by a variety of factors, especially the 
patient’s beliefs and understanding, their past history, their social contexts and 
support networks, and the existence and perception of a host of vulnerabilities. 
Key to understanding patients and negotiating care, then, is eliciting and learning 
how to address such factors appropriately. Where patients’ beliefs about the body, 
health, and illness—including the meaning and experience of illness—vary dra-
matically from that of “mainstream” physicians and patients familiar to them 
(much more likely to be the case with patients raised within different, traditional 
medical systems and cultures of care) cultivating such techniques for negotiating 
care become all the more critical.

Advocates of “Narrative Medicine” appreciate the power of patients’ own 
implicit stories—the still emergent narrative trajectories of their lives together with 
challenges, threats, and possibilities posed by their illnesses [26–29]. Such emer-
gent life-stories shape patients’ experience of illness and work to construct the 
meanings they have for them. As a result, cultivating the ability to discern patterns 
in patients’ experience of and response to illness, coming to recognize the sources 
of concern, suffering, fear, hope—in short, the roots of the imagined meanings of 
their illnesses—prove invaluable to the narratively competent health-care provider. 
Often, negotiating care becomes a matter of working together with a patient to facil-
itate the adaptive re-imagining of their life-stories in the face of serious and chronic 
diseases that threaten to alter their trajectories.

Many illnesses pose such threats to patients. Yet, time and again, we can be sur-
prised both by what individual patients do or do not perceive as a threat, and why. The 
very existence, nature, and meaning of a threat are not themselves predictable. Two 
patients faced with the same diagnosis of cancer with similar prognoses are as likely 
as not to react in remarkably different ways. One patient faced with a chronic condi-
tion that limits mobility—or some other non-life threatening, yet consequential, func-
tion—may suffer terribly from such an emergent loss, where another may prove 
immune to suffering, adapting, instead, to changed circumstances. As no less a figure 
as Dr. Eric J. Cassell has noted, the reasons why patients suffer are multiple, rooted in 
their most fundamental sense of identity, and require that we talk with patients if we 
wish to understand and help [30, 31]. Here, then, is where histories and contexts mat-
ter. Here, in turn, is where the need arises to cultivate (and critically interrogate) what 
many have called “cultural competence” among health-care providers.
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But, what is cultural competence and what does it demand of the practitioner? 
We start with a commonplace: individual patients are members of communities, 
frequently members of multiple communities—an ethnic group or nationality; a 
religious community; a vocational or professional community; etc. As members of 
one or more community, each patient has access to entire repertoires of beliefs, 
concepts, practices, and values. Among these “cultural” elements we may include 
those associate with the body, health, illness, and well-being: as noted above, the 
degree to which they are shaped by inherited traditional medical systems depends 
on many factors. In any case, we have long recognized specific patterns of belief and 
practices regarding health and illness that have come to be attributed, for example, 
to members of specific immigrant communities and ethnicities [32–34]. Cultural 
competence certainly involves the ability to recognize the existence, operation, and 
effect of such cultural factors—including effects of traditional medical beliefs and 
practices—together with cultivating strategies for assessing their impact on indi-
vidual patients, while responding appropriately to them in ways that exemplify 
“narrative competence”: how they “fit” into patterns and life-stories unique to this 
patient who stands before us. Failing to do so could result in misunderstandings, 
misdiagnoses, and mismanagement of patients and their families in ways that may 
prove harmful, or even tragic.

However, we must also recognize what cultural competence does not, or should 
not, include. Most certainly, it does not demand that health-care providers be pro-
fessional anthropologists: that they be experts in one or more cultures, nor that they 
be experts in one or more traditional medical systems. A truly critical cultural com-
petence should instead hold up as an ideal the ability to recognize when a patient—
as an individual, and not as a mere stereotypical member of an ethnicity or 
“culture”—may adhere to beliefs or practices that diverge from “mainstream” mod-
ern medicine, and to assess when such commitments are consequential with respect 
to negotiating care and creating the conditions for the best possible outcome for the 
specific patient in question. Of course, the conditions affecting patient care and 
outcomes go beyond those critically apprehended and addressed by cultural compe-
tence alone. Often, structural factors—whether related to cultural factors such as 
those facing recent immigrant and refugee populations, or not—play a large role in 
patient access to care, to health-seeking behaviors, and to equity in health-care more 
generally. Poverty, housing, access to food, class and racial barriers, and a host of 
other structural factors must not be ignored: cultural competence is inadequate if not 
conjoined with structural competence [35, 36].

Finally, pursuing the goal of cultural competence should not and must not gener-
ate unintended consequences that serve to undermine effective care and genuinely 
dialogic negotiation between patient and practitioner. As the renowned medical 
anthropologist and physician, Arthur Kleinman (and co-author, Peter Benson) note:

One major problem with the idea of cultural competency is that it suggests culture can be 
reduced to a technical skill for which clinicians can be trained to develop expertise. The 
problem stems from how culture is defined in medicine, which contrasts strikingly with its 
current use in anthropology … Culture is often made synonymous with ethnicity, national-
ity, and language. For example, patients of a certain ethnicity—such as, the “Mexican 
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patient”—are assumed to have a core set of beliefs about illness owing to fixed ethnic traits. 
Cultural competency becomes a series of “do’s and don’ts” that define how to treat a patient 
of a given ethnic background. The idea of isolated societies with shared cultural meanings 
would be rejected by anthropologists, today, since it leads to dangerous stereotyping—such 
as, “Chinese believe this,” “Japanese believe that,” and so on—as if entire societies or 
ethnic groups could be described by these single slogans [37].

As noted at the very beginning of this chapter, few medical systems [if, indeed, 
any!] are “islands” unto themselves. Medical systems are inherently historical, 
dynamically changing, and symbiotic: when, by contrast, we treat them as mono-
liths—as silently, hegemonically, and invariably imposed upon individuals without 
regard for the multiplicity of possible meanings, interpretations, and practices that 
shape individuals’ understandings of medical knowledge and how they respond to 
medical advice—we do so at our, and our patients’, peril. As always, we must ask, 
rather than assume; we must listen, rather than pronounce; we must learn to formu-
late questions appropriately, and attend carefully to the nuances and individuality of 
what we hear from our patients (Fig. 5.4).

Fig. 5.4 Integration of traditional medicine and modern medicine. (Source: Nicole C. Little and 
James Bono)
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Kleinman’s Template of Exemplary Questions: Eliciting the Patient’s 
Understanding of Illness
What do you call this problem?
What do you believe is the cause of this problem?
What course do you expect it to take? How serious is it?
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